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K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025| K025Smoke barriers
SS=D . .
Smoke barriers are constructed to provide at On 10-17-11 penetration on station two long hall |1 5313
least a one half hour fire resistance rating in was sealed. On 10-17-11 penetration in concrete |
accordance with 8.3. Smoke barriers may ceiling near room 201 was sealed. Other areas |
terminate at an atrium wall. Windows are were reviewed for penetrations and none were :
protected by fire-rated glazing or by wired glass found. On 10-21-11 Maintenance director willin
panels and steel frames. A minimum of two cervice his maintenance staff on making sure |
separate compartments are_pm\f'de"d on each | penetrations are sealed. Maintenance director
floor. Dampers are not required in duct : ) ) L
: : X will monitor penetrations weekly x 8. Findings of
penetrations of smoke barriers in fully ducted i i s GereGanay |
heating, ventilating, and air conditioning systems. thesqualifyassyrance ICARAEW e PR
19.3.7.3 19.3.7.5.19.16.3, 19.16.4 by the Maintenance Director to the Quality
Assurance Committee which is made up of the
following people: Medical Director,
Administrator, Director of Nursing, Health
. ; information Manager, Social Services Director, |
This STANDARD Is not met as evidenced ‘b)’: Falls Prevention Nurse, Facility Rehab :
Based on observations during the survey, it was Coordinator and Wound Care Nurse.
determined the facility failed to maintain the
smoke barrier walls.
The findings included:
1. On 10/10/11 at 9:20 AM, observation within K 067 heatin i ' _
station two long hall revealed a penetration G ventating:and sitconditioning, | 5u0044
around cable wires in the smoke wall above the On 10-12-11al i |
corridor egress doors. a letter was received from the State |
of Tennessee stating that plans have been |
2.0n 10/10/11 at 11:25 AM, observation within entered into the plans review process to :
station two main hall ceiling areas revealed a renovate the HVAC system that will include the |
penetration in the concrete ceiling near room 201. station three shower room. On 10-10-11 other |
K 067  NFPA 101 LIFE SAFETY CODE STANDARD K 067| exhaust fan units were tested and were working
$S=D | ‘ N . o Froperlv. On 10-21-11 maintenance director will |
| Hg—:'atlng, venpigtlng, and air conditioning cpmply In service maintenance department on proper |
| with the provisions of section 9.2 and are installed working fans. Mai ; ; '
; : , g tans. Maintenance director will monitor
in accordance with the manufacturer's exh ;
s : xhaust fans weekly x 8 and again weekly 8
| specifications.  19.5.2.1, 8.2, NFPA 90A, after HVA : .
19522 C system renovations are complete. |
| |
| | |
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

N ngtrstor 10~ 24~/

Any deficiency statement ending wit‘n an asterisk (*) denotes a deficie
other safeguards provide sufficient protection to the patients. (See ins
following the date of survey whether or not a plan of correction is provi

days following the date these documents are made available to the facility.

program participation.
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ncy which the institution may be excused from correcting providing it is determined that
tructions.) Except for nursing homes, the findings stated above are disclosable 90 days
ded. For nursing homes, the above findings and plans of correction are disclosable 14

If deficiencies are cited, an approved plan of correction is requisite to continued
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K 067 | Continued From page 1 . KO67|
| | Findings of the quality assurance monitor will be
reported by the Maintenance Director to the
Quality Assurance Committee which is made up

. . = of the following people: Medical Director,
This STANDARD '? not me_t as evidenced _by: | Administrator, Director of Nursing, Health

Based on observations during the survey, it was
determined the facility failed to maintain the
exhaust system.

Information Manager, Social Services Director,
Falls Prevention Nurse, Facility Rehab
Coordinator and Wound Care Nurse.

The findings included:
K147 — electrical wiring

' On 10/10/11 at 10:50 AM, testing of the exhaust
| fan unit in station three shower room revealed the
| unit was not working.

On 10-17-11 a cover plate was placed on the

electrical junction box next to room 201. On 10- |

10-11 over junction boxes were rew?wed and all | 10-21-11
had plates in place. On 10-21-11 maintenance

director will in service maintenance staff of

| The finding was acknowledged by the

| Administrator and verified by the Maintenance

Director during the exit interview on 10/10/11. junction box cover plates. Maintenance director
K147 NFPA 101 LIFE SAFETY CODE STANDARD K147 | will monitor weekly x 8 to make sure junction
$S=C | Electrical wiri q i tis | q | | boxes have cover plates in place. Findings of the

. Electrical wiring and equipment is in accordance ; itor will be reported b

' with NFPA 70, National Electrical Code. 9.1.2 | quality assurance mORNGTWITBEMSROT SR

the Maintenance Director to the Quality

|
I Assurance Committee which is made up of the
| following people: Medical Director,

This STANDARD is not met as evidenced by: Administrator, Director of Nursing, Health
Based on observations during the survey, it was Information Manager, Social Services Director,
' determined the facility failed to maintain Falls Prevention Nurse, Facility Rehab
the electrical system. Coordinator and Wound Care Nurse.

| The findings included:

| On 10/10/11 at 11:26 AM, observation within -
| station two ceiling area next to room 201 revealed |
| an open electrical junction box without any cover |
| plate.

' This finding was acknowledged by the . i
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K 147 | Continued From page 2 K 147
| Administrator and verified by the Maintenance
| Director during the exit interview on 10/10/11.
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